Objective: "Negotiated standards" describe a level of quality of care that is acceptable and achievable within a specific health system, based on consensus between key stakeholders. This paper presents the development of negotiated standards for effective labor and childbirth care in selected hospitals and communities in Nigeria and Uganda.
| INTRODUCTION
The global efforts to increase skilled birth attendance over the last two decades have yielded positive results with coverage increasing from 56% in 1990 to 78% in 2016. However, mortality and serious morbidities in mothers and newborns are still clustered around the time of childbirth. 1 It has now been realized that quality of care improvement should be prioritized to maximize the gains of efforts to increase skilled birth attendance globally. Quality of care is at the core of new global initiatives to improve maternal and newborn health (e.g. Strategies toward Ending Preventable Maternal Mortality, 2 and Every Newborn: an Action Plan 3 ), and is viewed as a means to address the unfinished agenda of the Millennium Development Goals. Despite the general agreement on the potential impact of quality of care on women's health outcomes and experiences of care, the implementation of quality improvement strategies is often complex and challenging to execute. These challenges are related to existing structural and policy conditions, fostering and sustaining organizational change, measuring impact, and high work and patient volumes.
In 2015, the WHO developed a framework and issued global standards for improving quality of maternal and newborn care. 4, 5 These standards were based on prioritized evidence-based practices that should be available during the most critical period that impacts on maternal and newborn survival and well-being. They explicitly define aspirational requirements to achieve high-quality care around the time of childbirth and therefore reflect an ideal health system where the necessary skills and infrastructures are or can be made available.
However, the level of quality of care achievable in any given health system largely depends on available physical infrastructure, human resources, and expertise required to deal with both uncomplicated and complicated health issues. Therefore, global standards need to be adapted and contextualized according to available resources and sociocultural contexts to be applicable at national, district, and facility levels.
There is a substantial knowledge gap on how best to adapt and adopt global quality standards in low-and middle-income countries where limited health resources are typically allocated to the most critical services. Likewise, health systems may not routinely incorporate evidence into clinical policies and practices. 6 Since quality is a relative concept, the development of healthcare standards for appraisal of quality improvement efforts requires careful consideration of the values, needs, expectations, and preferences of service users, and not just the views of health managers and providers.
With this background, the WHO initiated the "Better Outcomes in Labour Difficulty" (BOLD) project to address the quality of facilitybased childbirth care in low-resource settings. [7] [8] [9] The goal of this project is to accelerate the reduction of childbirth-related maternal, fetal, and newborn mortality and morbidity by addressing the critical impediments in the process of labor care and taking advantage of the interactions between the health system and the community. This project seeks to achieve this goal through a two-pronged approach: the development of a Simplified, Effective, Labour Monitoring-to-Action tool (SELMA) and the Passport to Safer Birth.
As part of the BOLD project, we conceptualized "negotiated standards of care" to support the development of innovative service models aimed at contextually promoting pregnant women's access to respectful, dignified, and emotionally supportive labor and childbirth care. 7, 8 "Negotiated standards" describe a level of quality of care that is acceptable and achievable within a specific health system, based on consensus between health managers and providers, women, and community members. This collaborative effort was intended to generate a set of intrapartum care practices that are evidence-based, feasible to deliver by the health system within available resources, and yet align with the values and preferences of pregnant women and their families. We applied an innovative approach to adapting and negotiating international intrapartum care standards to health facilities in Nigeria and Uganda, based on the principles of the Knowledge-to-Action cycle. 10 The present paper presents the development of these negotiated standards for labor and childbirth care
Results: The primary outcomes of this process were a comprehensive set of effective behaviors and clinical practices covering the main domains of quality of care, which are practical and easy to communicate, implement, and audit across all levels of healthcare delivery.
Conclusion:
The process demonstrates that health facilities and providers can be motivated to adopt standards of care that uphold the values and preferences of both service users and providers, while adhering to international best practices.
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| MATERIALS AND METHODS
The development of the negotiated standards followed a four-step process involving different methodologies including a systematic review, primary qualitative research, and engagement of the community, healthcare workers, and key stakeholders ( Figure 1) . Briefly, the process included: (1) 
| Review of internationally recognized intrapartum clinical principles and practices

| RESULTS
The detailed findings of the review of internationally recognized intrapartum care practices were published as part of the 2016 Lancet Maternal Health Series. 15 Quality of facility-based childbirth care based on the views, needs, expectations, values, and preferences of women and healthcare providers, as well as service models that incorporated the agreed standards are published separately in this Supplement. 11, 12, 14, 16, 17 All small groups' and plenary sessions were fully interactive and participatory with active engagement of all participants. In the small group sessions, the women and community participants generally reaffirmed the findings of the primary qualitative study, and occasionally corrob- At the plenary sessions, the participants noted that the workshop was the first time they were interacting with each other and considered the approach innovative. The interactions during the negotiation process enabled the women and community members, and the healthcare managers and providers, to understand issues from each other's perspectives and agree on potential solutions. The mediators ensured that the ground rules for the plenary were consistently observed by the participants, all important issues were fully discussed, and women and community participants were encouraged to share their views and opinions when sensitive subjects were discussed.
The primary output from the country workshops was a consolidated list of effective practices and behaviors that are required to achieve compliance with an agreed set of quality standards, and which are practical and easy to communicate, implement, and audit (Table 1) . These effective practices and behaviors are markers of quality that both service users and providers can relate to and through which their collective aspiration of high-quality care can be met. To ensure that these practices and behaviors can be easily understood and implemented in the local contexts, the opposing practices and behaviors that will indicate noncompliance with the quality standards were also discussed and agreed.
A secondary output was an agreed labor algorithm for normal labor in the participating study health facilities in Nigeria and Uganda, which will support and inform the development of a Simplified, Effective
Labor-Monitoring-to-Action (SELMA) tool.
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T A B L E 1 Effective and ineffective practices and behaviors to achieve agreed quality standards. 2. The identity and roles of care providers are made known to the woman at every point of first interaction.
2. Provider makes no attempt to introduce themself to the woman and her family, and woman is unaware of the roles of individuals providing care for her.
3. Every woman presenting in labor is encouraged to express her needs, wants, concerns, and expectations about the birth process; provider takes time to understand, consider, and respond to these views.
3. Provider or support staff does little to facilitate open communication, interrupts or argues with the woman and her family rather than listen, and makes no effort to meet the needs and expectations of the woman.
4. Clear and accurate information exchange between healthcare professionals on the status and condition of the woman is ensured for continuous and coordinated care with the knowledge of the woman.
4. Useful information is not shared between healthcare professionals or key points in the care process are overlooked when information is shared with other members of staff; the woman is unaware of the exchange of information between health staff 5. Every woman should feel comfortable to express her needs, wants, and expectations and seek clarifications without fear of any repercussion.
5. Woman fails to express her needs and clarifications out of fear of retribution.
6. There is proper communication and education relating to both normal birth and abnormal outcomes and interventions, e.g. cesarean delivery.
No or poor communication about what to expect during normal birth or from medical interventions.
7. Providers use positive body language and words of encouragement to guide a woman through labor and childbirth.
7. Providers use negative body language and do not encourage a woman (or use nonreassuring phrases) through labor and childbirth.
8. After all assessments, the findings and progression are communicated to a woman in a way she understands.
8. After assessment, findings and progression are not communicated to the woman or not communicated in a way she understands.
2. All women and newborns are provided care with respect and dignity. b 1. Consent is sought and obtained from the woman before ALL physical assessments and procedures, including routine observations.
1. Performing any physical assessment or procedure without the woman's informed consent.
2. All women have privacy around the time of labor and childbirth, and their confidentiality is respected.
2. Interaction with the woman during labor and childbirth is conducted without consideration of her privacy and confidentiality of sensitive information is not ensured.
3. All women have informed choices in the care they receive, and the reasons for medical interventions or potential outcomes are clearly explained, in a language the woman understands.
3. Woman receives poor or no information about the medical interventions to which she is subjected, and she perceives that information provided is restricted because of her perceived level of education.
4.
No woman is subjected to abusive treatment such as physical, sexual, or verbal abuse, discrimination, neglect, detainment, extortion, or denial of services on any grounds.
Woman is slapped, pinched, yelled at, or insulted by providers, discriminated against, neglected, denied fluid or drinks, or mobility when she demands, based on whatever grounds.
Every woman in labor is
emotionally supported in response to her needs and in a way that strengthens her capabilities. c 1. Every woman is offered the option to experience labor and childbirth with a companion of her choice (to the extent possible). Consider restructuring the delivery room so that women can be offered this option in case of physical constraints.
1. No attempt is made to allow supportive care, be it midwife-provided supportive care, or family member or friend-led supportive care throughout labor and childbirth.
2. Every woman is encouraged and allowed to use whatever coping or comforting strategies she is familiar or comfortable with to deal with the inconveniences of labor pain, including unrestrained expression of emotions when enduring labor pain or discomfort.
2. Woman is not allowed (or discouraged) to express her emotions when in pain.
3. Every woman receives support that enables her to have autonomy over her childbirth experience, including motivational and comforting words that strengthen her capacity to safely give birth and participate in the decision-making process as needed. 5. Providers use positive body language and words of encouragement to guide a woman through labor.
5. Providers use negative body language and do not encourage women through labor.
(Continues) 3. Partograph is not used, not fully completed, or completed after labor and childbirth.
4. Temperature check for women with suspected infections and malaria.
4. Women with suspected infections and malaria do not have temperature check.
5. In early labor and low-risk women, offer light food and fluids.
5. Low-risk women and women in early labor not offered light food and fluids.
6. Offer epidural analgesia for pain where feasible, or injectable opioids at <6 cm cervical dilatation.
6. No effective analgesia is offered to the woman.
7. Encourage woman to mobilize and adopt comfortable positions of choice during labor.
7.
Women not allowed to mobilize or adopt comfortable positions of choice during labor.
8. Ask woman about birth position she would like to adopt. 8. Woman not provided choice about birth position.
9. Seek obstetrician's advice for any concern about labor progress, such as abnormal fetal heart rate, maternal fever, bleeding, slow labor progress, no birth within 1 h of full dilation.
9. Advice from obstetrician not sought in case of a complication or delay.
Practice Active Management of the Third Stage of Labor
(with or without cord traction), and with delayed cord clamping (1-3 min).
10. Active management of the Third Stage of Labor with or without cord traction not practiced; or immediate cord clamping practiced.
11.
No woman or newborn is subjected to unnecessary or harmful practices during labor, childbirth and the early postnatal period e.g. no episiotomy unless absolutely necessary, no routine enema, no pubic hair shaving prior to vaginal birth, no Active Management of Labor, and no routine artificial rupture of membranes at the beginning of spontaneous labor.
11. Women subjected to unnecessary or harmful practices during labor, childbirth, and early postnatal period (e.g. unnecessary episiotomy, routine enema, pubic hair shaving prior to vaginal birth, Active Management of Labor, routine artificial rupture of membranes at the beginning of spontaneous labor).
5. The health information system enables the use of data for early and appropriate action to improve care for every woman and newborn. e 1. Every woman and newborn has a complete and accurate standardized medical record during labor, childbirth, and early postnatal period.
1. Medical records are incomplete, inaccurate, or unstandardized.
2. All medical records are completed as information is collected or becomes available.
2. Medical records are not completed or there is a delay in completion.
3. Medical records are stored in a confidential, safe, and accessible area.
3. Medical records stored in a public, unsafe, or inaccessible area.
4.
Institute facility-level mechanism for data collection, analysis, and feedback as part of monitoring and performance improvement activities, particularly around the time of birth and immediately postpartum.
No data collection, analysis, and feedback mechanisms to monitor performance.
5. Women should not be asked to repeat prenatal investigations where the results remain the same e.g. blood grouping and genotype 5. Women asked to repeat prenatal investigations where the results remain the same.
6. Continuity of documentation of health records is ensured in a way that guarantees access to previous medical record throughout the reproductive life of the woman.
6. Documentation of health records does not ensure access to previous medical records throughout the reproductive life of the woman.
Negotiated standards Ineffective practices and behaviors Standard
Effective practices and behaviors 6. Every woman and newborn with condition(s) that cannot be dealt with effectively with the available resources is appropriately referred. f 1. Every woman and newborn is appropriately assessed on admission, during labor, childbirth, and the early postnatal period to identify the need for referral and the decision to refer is made without delay.
1. Women and newborns are not appropriately assessed on admission, during labor, childbirth, and the early postnatal period, and decisions to refer are delayed.
2. For every woman and newborn needing referral, the referral follows a pre-established plan that can be implemented without delay at any time.
2. Referral has no pre-established plan and delays occur.
3. For every woman and newborn referred within or between health facilities, there is appropriate information exchange and feedback to health workers.
3. Inadequate or no information exchange and feedback to health workers when a woman or newborn is referred within or between health facilities.
4. Strengthen and implement referral protocol from lowerlevel facilities to tertiary care. 
| DISCUSSION
In the preceding sections, we described an innovative process of adapting and operationalizing global standards for improving labor and childbirth care in Nigerian and Ugandan health facilities. A systematic approach was used to contextualize "ideal clinical practices and policies" to "best possible clinical practices" for application at health facility and district levels. We hypothesized that a common agreement on what is evidence-based, feasible, and user-centered between health system and community members will lead to service improvement and ultimately better birth outcomes. The process created an atmosphere of collaboration between communities and health professionals, in a way that health professionals were motivated to subscribe to these "negotiated standards" and at the same time increase the demand for these services by the communities.
The outputs of the process suggest that women-centered quality standards can be developed when health managers and policy mak- 
| Strengths and limitations
A key strength of this work is the innovative approach to adapting and negotiating international intrapartum care standards to the local context in two low-resource settings. We used a mixed-methods systematic approach to developing the negotiated standards of care, which could be replicated by other interested stakeholders at a facility, district, or national level. The healthcare providers, managers, and community members were all engaged during the workshop sessions. Having a separate session with women and community members only was another key to success, as our team could help to organize and present their values and preferences without "naming and blaming" healthcare providers for poor quality care. We found it interesting that where fullscale implementation of known effective interventions was not possible owing to system constraints, healthcare providers and managers were willing to compromise to provide the best possible solution. For example, continuous one-to-one labor companionship was not considered feasible in some hospitals because of the perception that the current organization of the labor room and high volume of women would contribute to a lack of privacy and confidentiality if continuous support was introduced. Providers identified an intermediate solution of
allowing companions to take turns in supporting their respective laboring women rather than being present throughout labor and childbirth.
There are also a few limitations to this work. Participants at the negotiated standards workshops were selected purposively based on principles of maximum variation sampling and their availability to participate. Therefore, the consensus reached regarding the effective practices and behaviors may not be representative of the entire population for the facility catchment area. Nevertheless, participants were selected to represent the broad segments of the population including community members and opinion leaders. In addition, we attempted to capture a broader view by encouraging participants to think beyond their personal views and to include the perspectives of other people in their communities.
| Implications for future research and clinical practice
The negotiated standards of care have been integrated as the primary component of the Passport to Safer Birth tools. 16, 17 It is envisaged that these standards of care will be adopted and implemented in the study health facilities, when Passport to Safer Birth tools are implemented. We hypothesize that the implementation of the negotiated standards of care will lead to improved quality of care, and that the Passport to Safer Birth will help providers to communicate more effectively and will improve women's experiences of care. It would be useful to design an implementation research strategy to assess the effectiveness of these interventions in improving quality of care. Similarly, the intrapartum care algorithm developed during the workshops with care providers and managers will be factored into the development of the SELMA labor algorithm to ensure that the algorithm reflects the realities of the health facilities in Nigeria and Uganda.
| CONCLUSIONS
This paper describes the process for developing the "negotiated standards of care" to support the development of innovative service concepts to promote women's access to respectful, dignified, and emotionally supportive intrapartum care. These standards describe a level of quality of care that is evidence-based, acceptable, and achievable within the Nigerian and Ugandan health systems, based on consensus between healthcare managers and providers, women, and community members. This process can be replicated in other settings to encourage facilities and providers to adopt standards of care that
uphold the values and preferences of both users and providers, while adhering to international guidelines and best practices.
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